A 72 year old caucasian woman was admitted to hospital because of progressive respiratory failure. She had never been a smoker, and had worked as an audit supervisor for a department store. Her previous medical history included two severe episodes of pneumonia about 20 years before admission, and a hysterectomy at the age of 55. For the previous 10 years she had been investigated and treated for obstructive lung disease presumed to be due to late onset asthma. Seven years before admission she had shown appreciable gas trapping, with a total lung capacity of 110% predicted and a residual volume of 184% predicted; diffusing capacity was 33% predicted. At that time her FEV1 was 0. 5 Our patient is unusual in several respects: her advanced age on presentation, a previous history of hysterectomy with oophorectomy, and a prolonged course of disease. In a search of published reports we could find only four patients who were older than 55 when they developed symptoms.78 Three of these patients were alive at the time of review, surviving two, nine, and 19 years; while the fourth had died eight years after presentation. Two lung biopsies had been performed on the long term survivor' with an interval of 10 years and histological examination had shown only mild progression of muscular proliferation.
Our patient had developed symptoms at the age of 60, five years after oophorectomy. We suggest that the slow progression of her disease reflects both its initiation in the perimenopausal period and the reduction of steroid dependent muscle proliferation by oophorectomy. Muscular proliferation in the lung in our patient was milder than in most cases. Lymphangioleiomyomatosis has characteristic radiological, pulmonary physiological, and pathological patterns.' 9 Inapparent hormonal influences may obscure the clinical findings and delay diagnosis. We believe that the proSinclair, Wright, Churg 
